CRP were 7.7 mg/L (0-8 mg/L) and ESR were 19 mm/h. Biochemical tests, thyroid function and ultrasonographic image [ Figure 1b ] were restored to normal range. The patient recovered and discharged with no sign of infection.
Dear Editor,
Thyroid gland is remarkably resistant to infections due to rich blood supply and efficient lymphatic drainage. High concentrations of iodine and hydrogen peroxide can inhibit bactericidal proliferation and fibrous encapsulation which separates the gland from the other structures of the neck. [1] Acute suppurative thyroiditis (AST) accounts for 0.1-0.7% of thyroidal disorders. [2] Haematogenous and lymphatic spread, as well as a direct invasion from surrounding infected tissues, may form AST. AST usually occurs as a result of bacterial infection, rarely Fungi, parasites or mycobacteria. [3] Salmonella bacteria group can lead to infection in hepatobiliary system, bones, joints and soft tissue. Nontyphoidal Salmonella, considered as the causative agent of acute bacterial thyroiditis in the thyroid gland can very rarely be detected. [4] Herein, we report a 50-year-old diabetic woman with AST caused by Salmonella bacteria together with thyrotoxicosis.
A 50-year-old woman applied to our clinic with 38.6°C fewer and left jaw pain as well as swelling on the left neck. On sonographic examination, we found a mass of 5 cm × 4.5 cm × 4.5 cm in size with lobulated cystic lesion [ Figure 1a ]. Erythrocyte sedimentation rate (ESR) was 52 mm/h, C-reactive protein (CRP) was 115 mg/L (0-8 mg/L), white blood cell count was 9000/mm 3 ( 4800-10,800/mm 3 ), thyroid-stimulating hormone (TSH) was 0.03 μIU/mL (0.34-5.6 μIU/mL), free thyroxine level was (T4) 1.35 ng/dL (0.54-1.24 ng/dL) and free T3 level was 4.52 pg/mL (1.8-2.7 pg/mL). The levels of antimicrosome antibody, antithyroglobulin antibody and TSH receptor antibodies were all negative. Greenish pus material was aspirated from lesion. Gram-negative Bacilli and a large number of polymorphonuclear leucocytes were seen with Gram and Wright stain. Empirically ceftriaxone (1000 mg twice a day), metronidazole (500 mg 4 times a day) and propranolol (20 mg twice a day) were given initially. Five days after the administration, symptoms of our patient disappeared. Then, the surgical drainage of the abscess was performed. In tissue culture, a yield of 100,000 CFU/mL Salmonella subspecies was isolated. Antibiogram showed sensitivity to ciprofloxacin, therefore, ceftriaxone was discontinued and 2 mg × 400 mg ciprofloxacin was administered. After serotyping with the causative agent, Salmonella enteritidis serovar Hadar were detected. Antibiotherapy was continued for 4 weeks. The patient's post-treatment blood levels of A case of suppurative thyroiditis caused by Salmonella presented with thyrotoxicosis for Clostridium difficile infection (CDI) in a Tertiary Care Hospital". [1] We had a similar experience in a Tertiary Care Hospital for the time period of 10.5 years starting from January 2005 to May 2015, where we received 716 faecal samples for diagnosing CDI by the qualitative detection of C. difficile toxin (CDT) A and B using RIDASCREEN CDT A/B (C0801) kit with a sensitivity of 89.7%, specificity of 96.8%, positive predictive value of 81.3% and negative predictive value of 98.4%. The results obtained by us were different from the above-mentioned study. In our study, CDT A/B was detected in 7.40% (n = 53) faecal samples. Among CDT-positive patients, 67.92% were males and 32.08% were females. In age-wise distribution, infant (0-2 years), paediatric group (>2-18 years), adult group (>18-60 years) and geriatric group (>60 years); prevalence of CDT positivity was 1.89%, 5.66%, 35.85% and 56.60%, respectively. Prevalence of CDT in patients with clinical condition was similar to the above mentioned study: gastrointestinal diseases (28.30%), renal diseases (26.42%), surgical conditions (18.87%), hepatic disorders (13.21%), cancers (9.43%) and blood diseases (3.77%). The majority of these patients were on antibiotics such as cephalosporins, aminoglycosides, fluoroquinolones, glycopeptides, carbapenems and chloramphenicol. Some patients also received antifungal therapy (26.42%) and steroids (28.80%). We also looked in patients with CDT positivity for the presence of various predisposing risk factors; percentage prevalence of patients with co-morbidities such as diabetes mellitus type 2, chronic kidney disease, hypertension was 64.07%, age >50 years in 57.50%, compromised immunity in 31.15%, frequent hospitalisation in 58.85%, intake of >3 antibiotics in 95.66% and administration of proton pump inhibitors in 98.85%. The difference in the prevalence of CDT positivity between the two studies mentioned seems to be due to the huge difference in sample size. The prevalence of CDT positivity reported by other authors in the past varied from 11% to 22%. [2] [3] [4] [5] Financial support and sponsorship Nil.
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